dramatic fall in the parasitaemia to 0-5%. Forty eight hours after admission her temperature was normal and no parasites were detectable in further films. The quinine was then continued orally for 10 days at a dose of 600 mg every 12 hours.
Her subsequent antenatal course was uncomplicated. Films remained negative for malarial parasites. Four weeks after her admission she was readmitted in spontaneous labour that resulted in a vaginal delivery of a healthy girl weighing 2680 g. The puerperium was uneventful.
Comment
We believe this to be the first report of successful exchange transfusion for severe infection with P falciparum in pregnancy. Mothers in the second trimester of their first pregnancy are particularly at risk of the complications of malaria.2' Exchange transfusion is thought to act by reducing the number of red cells infected with the parasites and may also remove deleterious humoral factors such as tumour necrosis factor, which has been implicated in the pathogenesis of organ failure.4 P falciparum does not have an exoerythrocytic liver phase, and thus clinical malaria that occurs more than a year after the patient has lived in a malarious zone is rare. This patient did not live close to an airport and there was no reason to disbelieve her history. Perhaps the most likely explanation is that a chronic, asymptomatic parasitaemia developed into fulminating disease as a result of the immunosuppression associated with pregnancy. * Distributed between year 1 (3 patients), year 2 (7), year 3 (3), year 4 (1), and year 5 (2).
It is disturbing that, despite the widespread publicity about benzodiazepine dependence during the period of follow up, most of the patients received a prescription for a benzodiazepine. None the less, the practice of short term prescription was successful in many cases and not followed by a second period of dependence, and no patients required specialist help in coming off their drugs after their participation in the initial study. The BMJ VOLUME 300 this group is not without risk and needs careful monitoring, many patients can take these drugs judiciously for short periods only. Labour was induced with extra-amniotic prostaglandin, and her blood pressure was controlled with an infusion of hydralazine. A fetus weighing 1100 g was delivered; the patient refused permission for a postmortem examination. The postpartum period was uneventful, and she was subsequently discharged.
A repeat brain scan 21 days after the first did not show any lesion, and so a revised diagnosis of an intracerebral haemorrhage secondary to her hypertensive episode (eclampsia) was postulated.
Eclampsia is rare in the United Kingdom,' with an estimated incidence of less than 1 in 1000 deliveries. In black people it is more common and progresses more rapidly. 
ONE HUNDRED YEARS AGO
The attention of the General Medical Council may with advantage be called during its present session to the communication from Mr J R Williams, LRCP, MRCS, which we publish in another column, concerning practice in British Columbia, from which it appears that registered British practitioners are now not entitled as such to practise in British Columbia, but are compelled to pass an examination there in preliminary as well as final subjects. Not only are British diplomas thus disqualified from taking effect in a British colony, but it appears that a plain intimation is given that the intention is not only to set up an independent standard to judge of the fitness of medical men possessing a double British diploma to practise, but in effect to employ, also, such legislation with the view of prohibiting practice where it is considered that local interests require such prohibition. (British Medical3Journal 1890;i: 1263.)
